• To determine the readiness of community pharmacists to participate in transitions of care and identify additional training perceived to be beneficial.
• Care transitions occur with the movement of a patient across the healthcare system. 1 The Medicare Payment Advisory Commission Report to Congress of 2007 identified 17.6% of Medicare patients that were readmitted to the hospital within 30 days of discharge. Of those individuals readmitted, 76% were described as being potentially preventable, resulting in an additional $12 billion healthcare dollars spent. [2] [3] According to one major study, about one-half of patients readmitted within 30 days had no follow-up to a primary care provider between hospitalizations. 1 • Medication discrepancies, adverse effects, non-adherence, and lack of patient understanding of treatment commonly occur in the post-discharge period. These undesirable outcomes often contribute to hospital readmission and could be prevented with improved care coordination. 1, 2, 4 • Community pharmacists are in a unique position to widely impact patient health outcomes and decrease hospital readmission rates. Currently, community pharmacists do not formally participate in transitions of care and there is no research regarding their readiness to do so.
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• While 46% of community pharmacists surveyed indicated a lack of understanding related to their role in transitions of care, nearly all respondents believed it would be a beneficial service for patients and they would be interested in participating.
• Pharmacists listed familiarization with the discharge process, expectations of the service, and updates on clinical information as beneficial training prior to participation. • It was noted by a number of pharmacists that reimbursement for clinical services related to transitions of care is necessary to compensate for pharmacists' time and skill set.
• Being aware of perceived barriers can allow pharmacists to address these areas specifically when designing and implementing a transitions of care program.
References
Results
• 
